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To collect vaccination data for age-eligible children, NIS uses a quarterly random-digit-dialing sample of telephone numbers for each of the 78 survey areas. NIS methodology, including the weighting of responses to represent the entire population of children aged 19-35 months, has been described previously (1) . During 2004, health-care provider vaccination records were obtained for 21,998 children. The overall survey response rate for eligible households was 67.4%. (Table 1) .
However, as in previous years, estimated vaccination coverage levels still varied substantially among states (Table 2) . Estimated coverage with the 4:3:1:3:3 series ranged from 89.1% in Massachusetts to 68.4% in Nevada. Coverage also ranged substantially among the 28 urban areas. The highest estimated coverage among the urban areas for the 4:3:1:3:3 series was 89.7% for Davidson County, Tennessee, and the lowest was 64.8% for El Paso County, Texas. (3) (4) (5) . Because vaccine supply shortages are likely to reoccur (6, 7) , as evidenced by the shortages of influenza vaccine during both the 2003-04 and 2004-05 influenza seasons (8, 9) , strategies to manage vaccine supply and continued monitoring of the effects of shortages on coverage are needed.
The findings in this report are subject to at least three limitations. First, NIS is a telephone survey; although NIS results are weighted to make them representative of all children aged 19-35 months, these statistical adjustments might not fully represent all the complexities of the survey (e.g., accounting for nonresponse and households without telephones). Second, NIS uses provider-verified vaccination histories and assumes that coverage among children whose providers did not respond is similar to that among children whose providers did respond; thus, incomplete reporting might have resulted in underestimates of coverage. Third, although national estimates are precise (10) , estimates for states and urban areas should be interpreted with caution because of wider confidence intervals.
NIS is routinely used to monitor vaccination status among preschool-aged children; however, NIS could be expanded for measuring vaccination coverage among other age groups and for newer vaccines as they become licensed and recommended. In a 2004 pilot study, NIS was used to estimate vaccination coverage among adolescents; analysis of these data is ongoing. 
Immunization Information System Progress -United States, 2003
One of the national health objectives for 2010 is to increase to at least 95% the proportion of children aged <6 years who participate* in fully operational, population-based immunization registries (objective 14-26) (1). Immunization registries are confidential, computerized information systems that collect and consolidate vaccination data from multiple healthcare providers, generate reminder and recall notifications, and assess vaccination coverage (2, The 2003 IRAR, a self-administered, Internet-based questionnaire, was made available to immunization program managers as part of an annual reporting requirement. As in previous years, respondents were asked about the number of children aged <6 years participating in an IIS, health-care provider participation in the IIS, and other programmatic and technical functions (e.g., data linkages with other public health programs, data use, vaccine management, software/hardware capability, and reporting functions) (4). All 56 grantees were asked to complete the questionnaire; 52 reported on the number of children aged <6 years participating in an IIS. Estimates of the total number of children aged <6 years were based on 2003 U.S. Census data.
The findings indicated that, in 2003, approximately 44% of U.S. children aged <6 years participated in an IIS. Nine (16%) IIS grantees (Arkansas, Arizona, Delaware, DC, Michigan, New York City, North Dakota, Oregon, and San Antonio, Texas) had achieved the national health objective of >95% of children aged <6 years participating in an IIS ( Figure) . An additional eight (14%) grantees were approaching the national health objective, with participation of 81%-94%.
Nationally, 76% of public vaccination provider sites and 36% of private vaccination provider sites submitted immunization data to an IIS during the last 6 months of 2003. § Twenty-five (45%) grantees reported that >95% of public provider sites submitted immunization data to an IIS; four (7%) reported submission of immunization data by 81%-94% of public provider sites. Five (9%) grantees (Arkansas, Connecticut, DC, Mississippi, and South Dakota) reported that >95% of private provider sites submitted immunization data to an IIS; six (11%) (Arizona, Hawaii, North Dakota, Oregon, Philadelphia, and Wisconsin) reported data submission by 81%-94% of private provider sites.
A substantial number of grantees reported linkages between an IIS and other information systems or entities. Twenty-two (39%) reported sharing data electronically with a Medicaid Management Information System. Thirty-six (64%) reported data linkages with the Special Supplemental Nutrition Program for Women, Infants, and Children (WIC). Twenty-six (46%) reported IIS data access by health plans; 14 (25%) reported access by colleges and universities; 14 (25%) reported access by correctional facilities; 29 (52%) reported access by hospitals; and six (11%) reported access by long-term-care facilities. Nineteen (34%) reported that schools accessed an IIS to look up a student's vaccination status, and nine (16%) reported that schools had the ability to read, submit, and exchange data with an IIS. Editorial Note: In 2003, approximately 44% of U.S. children aged <6 years participated in an IIS; the national health objective for 2010 is to increase this proportion to at least 95%. The findings presented in this report indicate that grantees must overcome substantial challenges to increase child and provider participation rates in IISs. CDC is developing a plan of action to identify and address the barriers to increasing child and provider participation.
Increasing data linkages between IISs and other healthinformation systems will enable consolidation of large immunization data sets, likely resulting in more complete immunization histories, increased coverage levels, improved support of outbreak containment, and decreased costs associated with over-immunization. Linkages have been developed between certain IISs and their respective state Medicaid Management Information Systems, blood-lead programs, and WIC * Participation is defined as having two or more vaccinations recorded in an immunization information system. † Paperless, clinical, encounter-based systems used by health-care providers and hospitals to manage patient medical histories.
programs. Such data linkages can improve program effectiveness and efficiency. For example, certain Medicaid programs use IIS data in Medicaid reports; some WIC programs use the IIS for patient look-up and subsequent referrals to immunization providers for children who are behind schedule; and many kindergartens and elementary schools access IIS data to obtain student immunization status. Protection of IIS data is managed through state privacy, confidentiality, and security laws and through compliance with federal privacy rules and regulations.
Current challenges to IIS linkages include a lack of data standards, which are essential for system interoperability (i.e., the ability to share data between software and hardware on disparate systems developed by different vendors). In 2001, to facilitate interoperability among health information systems, the CDC National Immunization Program (NIP) disseminated the Implementation Guide for Immunization Data Transactions using Version 2.3.1 of the Health Level Seven (HL7) Standard Protocol (5). The protocol is used by multiple IISs at local, state, and federal levels. In 2003, a total of 20 (36%) IISs reported the ability to process an HL7 immunization message and upload a patient record into an IIS consistent with the HL7 implementation guide. CDC, the Centers for Medicare and Medicaid Services, the Veterans Administration, and Indian Health Service have all adopted the IIS protocol standard, which allows for secure and confidential data sharing.
In 2003, the Consolidated Health Informatics (CHI) initiative adopted the IIS protocol standard for immunization data transactions. CHI is a federal initiative that adopts federal health-information-interoperability standards, thus enabling all federal health agencies to "speak the same language" (6) . As national standards-development groups develop interoperability standards, the IIS community should be diligent in ensuring that the IIS protocol standard is part of these future standards. The findings in this report are subject to at least two limitations. First, data from the 2003 IRAR are self-reported and might result in reporting bias. Second, because some grantees did not report data, the total participation of children aged <6 years might be an underestimate.
Linking (2) . All three cases of C. sordellii infection were notable for lack of fever, and all had refractory hypotension, multiple effusions, hemoconcentration, and a profound leukocytosis. C. sordellii previously has been described as a cause of pregnancy-associated toxic shock syndrome (3).
Clostridium sordellii
Investigation by FDA, CDC, and state and local health departments into the two most recently identified U.S. deaths after medical abortion is ongoing. Empiric therapy for patients suspected of having postpartum or postabortion toxic shock syndrome should include antimicrobials with anaerobic activity against Clostridium species. Health-care providers are encouraged to report any cases of postpartum or postabortion toxic shock syndrome to their state or local health department and to CDC at telephone 800-893-0485. Cases potentially associated with use of mifepristone or misoprostol should also be reported through the FDA MedWatch system available at http://www.fda.gov/medwatch/index.html or telephone 800-FDA-1088. 
Notice to Readers

Blast Lung Injury: What Clinicians Need to Know
Worldwide terrorist activity increases the risk for injuries related to explosions; however, few health-care providers in the United States have experience treating these injuries. To address this concern, CDC has added the fact sheet, "Blast Lung Injury: What Clinicians Need to Know" to the Mass Trauma Preparedness and Response page on the CDC website (http://www.bt.cdc.gov/masstrauma/index.asp). Basic clinical information regarding the presentation, evaluation, manage-ment, and outcomes of blast lung injury (BLI) is provided; a chest radiograph of BLI also is included.
BLI is a direct consequence of a blast wave from a highexplosive detonation striking the body and is a major cause of morbidity and mortality both at the scene and among initial survivors. The impact on lungs results in tearing, hemorrhage, contusion, and edema. BLI is a clinical diagnosis characterized by respiratory difficulty and hypoxia, which can occur without obvious external injury to the chest.
BLI presents unique triage, diagnostic, and management challenges. A list of references and readings on BLI is provided with the fact sheet. Information regarding other injuries resulting from explosions is provided on the Mass Trauma Preparedness and Response page. Health status data were obtained by asking respondents to assess their own health as excellent, very good, good, fair, or poor. AI/AN adults and black adults were substantially less likely than white adults and Asian adults to assess their health as excellent or very good. EST. The 2-hour forum will cover the rationale for expanded HIV screening in health-care settings, alternative procedures for normalizing screening in various health-care settings, and practices that facilitate routine HIV screening. A panel will answer viewer questions, which can be sent via fax during the broadcast or by e-mail after the broadcast.
QuickStats
Additional information will be available after August 15 at http://www.cdcnpin.org and through the CDC Fax Information System, telephone 888-232-3299, by entering document number 130042 and a return fax number. Directions for establishing and registering a viewing location are available at http://www.cdcnpin.org. Organizations are responsible for setting up their own viewing locations and are encouraged to register their locations as soon as possible so that persons who wish to view the broadcast can access information online. The broadcast also can be viewed live or later on computers with Internet and RealPlayer ® capability at http://www.phppo. cdc.gov/phtn. Videotapes and video CD-ROMs of the broadcast can be ordered by telephone, 800-458-5231. .  10  10  ------10  10  La.  24  26  -1  2  ---22  25  Okla.  12  5  1  -3  1  --8  4  Tex.  13  3  ------13  3   MOUNTAIN  62  48  2  1  5  5  --55  42  Mont. - PACIFIC  177  208  1  2  6  4  --170  202  Wash.  31  18  1  2  4  4  --26  12  Oreg.  25  42  ------25  42  Calif.  110  141  ------110  141  Alaska  1 
